Ethnobotanical studies focused on understanding how local medical systems are functionally maintained suggest that utilitarian redundancy and knowledge transmission are factors that influence the resilience of the system. However, to date, there have not been any studies that analyze these factors in relation to the variables that influence the variation of knowledge. Given the above, this study aims to analyze the influence of gender in the resilience of the system, using utilitarian redundancy and knowledge transmission as factors. Information from 198 married couples (396 people) was collected from the indigenous community of Fulni-ô (NE Brazil). Knowledge between men and women was analyzed based on the total number of known plants, therapeutic targets, information units, utilitarian redundancy, models of transmission, and sharing for each gender. Fulni-ô men know a greater number of plants, therapeutic targets treated with plants, and information units than women. They also had greater utilitarian redundancy. However, regarding knowledge transmission, sharing among women was greater, transmission is related to gender, and there is no difference between the numbers of models of knowledge information. In the system of local medical knowledge, gender exerts an important role in the resilience of the system. This study shows that men have a greater contribution to the structure and function of the system; however, both genders contribute to the flow of information in the system, which makes both genders important in the feedback of information.
Introduction
Local medical systems (LMSs) involve the knowledge, actions, and specific beliefs of a local population related to health and disease protection, along with the social actors and local resources used for disease treatment [1, 2] . In this context, the role of social actors is important for the maintenance of this system, and the gender of these social actors has an influence on that role, especially regarding knowledge of medicinal plants [3] [4] [5] [6] . Thus, an analysis of the LMSs based on the role of the social actors enables the essential aspects that contribute to the resilience of these systems to be identified. To this aim, the concept of resilience is relevant. This concept is derived from ecology and is understood as the capacity of a system to absorb a future disturbance by reorganizing its function, structure, and continuity so that it retains its identity [7, 8] . Initially, this concept was applied to ecological systems, but it is now being applied to social-ecological systems [9, 10] , such as LMSs [11] .
To better understand the resilience of LMSs, Ferreira Júnior et al. [12] suggest some important factors that must be analyzed: utilitarian redundancy and knowledge transmission. Utilitarian redundancy also comes from ecological systems [13] and was adapted by Albuquerque and Oliveira 2 Evidence-Based Complementary and Alternative Medicine [14] to understand the resilience of LMSs from a functional perspective. According to the Utilitarian Redundancy Model, some species have the same utilitarian function (utilitarian redundancy) in a local community; i.e., they treat the same therapeutic targets (perception of illness by members of the community); therefore, if one species is locally extinct or is forgotten by the social actors, the redundant species can functionally ensure the treatment of therapeutic targets. This arrangement suggests that such redundancy helps in the maintenance of system functions, contributing to resilience.
Similarly, knowledge transmission is essential for maintaining existing treatments because if the knowledge is restricted to a few people and is not transmitted, when these people leave the system, a loss of knowledge would occur; consequently, the medicinal function would disappear [15] . The forms of knowledge transmission need to be considered since they influence the knowledge that each individual possesses. Knowledge transmission in the population is not random and is determined by the environment and social factors [16, 17] . Different types of information transmission between the model (person from whom information is copied) and the apprentice have been proposed, some of which are related to the degree of kinship between them: vertical transmission that is from parent to child; horizontal transmission is that between individuals of the same generation; from one to many when the models are leaders (local specialists) or teachers who teach the residents of the community; and from many to one when older individuals are the reference for learning [18, 19] . These types of transmission may be present in a single individual for a specific knowledge depending on their degree of interaction with other individuals in the community [20] .
Based on these two proposed factors of resilience, several studies have been conducted to understand the resilience of LMSs [11, 14, 21, 22] , but the manner in which the gender of the social actors may influence these factors has yet to be addressed, considering it is an important variable in the variation of the knowledge of medicinal plants and it can influence the different factors related to the resilience. Therefore, the aim of this study is to understand the relative contribution of each gender to the maintenance of the system.
Gender is a variable that involves cultural beliefs and distribution of resources at different levels, which generates patterns of behavior and organization of practices [23] . Several studies have indicated that, in several communities, from a perspective of the social role of gender, women in their role as housewives are responsible for the care of the family and are responsible for diagnosing disease and implementing the initial treatment [24, 25] . The responsibility that the role of women as caregivers in the family carries may influence the development of skills in health care as a result of greater stimulus to find resources for health care.
Considering the structural perspective, ethnobotanical studies mention that, in some communities, women possess a greater knowledge of medicinal plants to solve health problems compared with men [4, [26] [27] [28] . The knowledge of LMSs between genders in a functional perspective has not been analyzed taking into consideration the diversity of diseases treated with medicinal plants, utilitarian redundancy, and the transmission of knowledge. However, in the case of knowledge transmission, one study proposed the following hypothesis: learning occurs frequently among people of the same sex [29] .
Thus, the lack of studies that analyze the variation of knowledge between genders that integrate a structural and functional perspective led us to investigate issues related to the factors that are involved in the resilience of LMSs. From the structural point of view, (1) women have greater knowledge of medicinal plants than men; and (2) women have a greater understanding of information units (IUs). From the functional point of view, (1) women have a greater knowledge of therapeutic targets associated with known plants compared to men; and (2) the therapeutic targets that women have knowledge of have greater utilitarian redundancy than targets known by men. Regarding knowledge transmission and its importance in resilience, (1) women obtain knowledge from more models of transmission compared to men; (2) the knowledge of women is transmitted more among women than among men; and (3) there is a greater sharing of knowledge among women than among men.
Materials and Methods

Study Area.
The study was conducted in the indigenous community of Fulni-ô in theÁguas Belas municipality, state of Pernambuco (Northeastern Brazil), located at 9 ∘ 06 45 S and 37 ∘ 07 15 W, 315 km from Recife, the capital of Pernambuco [30] . The indigenous territory comprises an area of approximately 11,500 ha [31] . The community is composed of 3,430 people registered in the health unit, according to information available to the head of the unit in 2014. The people are settled in two villages, one located 100 m froḿ Aguas Belas, called village Cede (aldea Cede), and the other located 4 km from the village, called Xixiaklá.
The community lies within the extent of Caatinga vegetation [32] , which is associated with a semiarid climate (savannah). There are well-marked environmental variations, a dry and a rainy season and ranges from 15 to 20 m in the conserved areas and up to 10 m in areas that are exposed to anthropogenic conditions that have been affected by long dry periods [33] . In the Caatinga, the dominant botanical families are Fabaceae, Convolvulaceae, Euphorbiaceae, and Poaceae [34] . This vegetation type is important for the members of the indigenous community because native species of high cultural significance for them are established here and used medicinally for food and artisanal handiwork, as in the case of Syagrus coronata (Mart.) Becc., Myracrodruon urundeuva (Engl.) Fr. All., Lippia sp., Amburana cearensis (Arr. Câm) A. C. Smith., Aspidosperma pyrifolium Mart., Sideroxylon obtusifolium (Roem. & Schult.) T.D. Penn., Maytenus rigida Mart., Hyptis mutabilis Briq., and Ziziphus joazeiro Mart. [35] .
The Fulni-ô.
The indigenous community Fulni-ô originated in the 18th century, after the establishment of indigenous groups in the vicinity of the Ipanema River, now located in the municipality ofÁguas Belas. The original groups were the Flowkassa, the Tapuya, the Brogadais, and the Fulnio, and with the passage of time, the groups organized into a clan society named Fulni-ô, which means "we are from the river" in the native Yaathê language, referring to the Ipanema River, which is located south of the village [36] . Currently, the indigenous community Fulni-ô is the only one in the northeast of bilingual Brazil; Portuguese and the native language "Yaathê" are the main languages [37] . The identity of the Fulni-ô is linked to the principle of "Safenkia fotheke", which means union and respect, which reflects the notion of reciprocity between the social actors that form the collective of the community that encourages homogenization and justifies and explains the way to be a Fulni-ô within their social, political and cultural relationships [38] . Policy decisions are the responsibility of the Pajé and Cacique [38] .
A peculiarity of the Fulni-ô indigenous people is the sacred ritual called "Ouricuri", performed for three consecutive months, between September and December in the homonymous village. During the annual ritual "Ouricuri", there are standard principles that should be followed, for which nonindigenous people cannot have access, as indigenous people are sealed in those cultural aspects [38] . In the Ouricuri village, there is a sacred tree, the "Juazeiro" (Ziziphus joazeiro Mart.), which only Fulni-ô men can approach; non-indigenous men and women are prohibited [36] .
The livelihoods of the Fulni-ô are based on activities such as the production of handicrafts, agriculture, land, salaried jobs, retirement income, government support, and artistic shows (Toré and Kafona) [39] . Some of the activities performed are in the urban area of the neighboring city (Águas Belas). Producing handicrafts and shows are activities considered exclusive to Indians. Among the ready-made handicrafts are bags, hats, mats, and brooms that are constructed with "Ouricuri" leaves (Syagrus coronata Mart) [39] . Agriculture in the indigenous community does not generate much economic income; these activities are performed by the indigenous people, and production is for self-consumption [39] .
The health system of the Fulni-ô consists of the integration of biomedical practices and local medicine. The presence of this articulation in the community is observed as the strengthening of the search for identity and ethnicity, with the local medical system as a base, since they are active in the construction of reality [40] . Indians have access to a health unit within the community and to health workers who serve all areas of the village. They also have access to commercial drugs from the health unit and pharmacies in the city of Aguas Belas, along with a directory of natural resources and rituals related to culture to treat diseases [40] .
The medical knowledge system of the Fulni-ô is distributed among different levels of community members, and there are also recognized specialists, such as the"rezadoras" or "rezadores", midwives, and elders [35] . Since there is no variation in the knowledge between plant specialists and nonspecialists, knowledge is distributed among the members of the general community, because the use of local plant resources is a function of individual competences [41] . Diseases are first recognized in the home, where the first diagnosis and treatment are established and where the eldest use herbal remedies; if not effective, pharmaceutical remedies, usually suggested by relatives or neighbors, are tried [36] . The "rezadores" are called to heal the diseases related to the culture, such as the evil eye, evil spirits, and evil winds [36] .
Data Collection.
The sample was obtained from married couples in the Indian village of Fulni-ô, providing an equal number of men and women who represent the distribution of medicinal plant knowledge within each family. It is worth noting that the knowledge between married couples was analyzed, but not among singles, because their different social roles may result in possessing different knowledge than married men and women. Based on the total number of married couples in the village (563) registered with the local health unit, a representative sample was selected using a 95% confidence level. This representative sample was divided between regions of the village, based on the division made by the health unit for attending to the 14 health workers; thus, our sample encompasses the entirety of the village. From the sample, 229 married couples were selected (458 people), of whom 14% declined to participate in the study, giving a total of 198 married couples (396 people).
The information was obtained by means of semistructured interviews accompanied by an indigenous person to facilitate the relationship between researchers and interviewees and to assist in the translation of plant names that were often remembered only in the Yaathê language. The interviews were conducted according to the schedule during which nonindigenous people can circulate in the village, between 9:00 and 12:00 and between 14:00 and 17:00, which also respected the Ouricuri ritual and the sacred days in which Indians are summoned to be gathered in the village, often twice a week.
Information was obtained from semistructured interviews by questioning participants about well-known medicinal plants, their therapeutic targets, and the transmission model from which knowledge was obtained. To obtain more information about transmission models, different methodologies were proposed, to avoid favoring parental transmission models [20] . In this study to obtain more specific information with semistructured interviews, the transmission model was asked for each plant-therapeutic target pair, which required an effort on the part of the person interviewed to remember the moment of learning. Models of learning refer to persons from which knowledge of medical plants was obtained, such as "great-grandmother", "great-grandfather", "grandmother", "grandfather", "mother, "father", "uncle", "aunt", "brother", "sister", and others.
The plants mentioned by participants were collected together with the local parataxonomists (Antonio Verissimo, Renildo Paulo de Macedo, and Jemerson Caetano de Sá). The specimens were processed, identified, and stored in the Dardano of Andrade Lima Herbarium of the IPA (Instituto Agronômico de Pernambuco). The collection of botanical material was authorized by the SISBIO (Sistema de Autorização e Informação de Biodiversidade). Species sold for their consumption at different scales were not collected since their taxonomic identities are well known and herbaria do not easily accept them; therefore, the names of these species in this study were attributed based on their known taxonomic identity.
The local names of the plants reported by informants were used to data analysis. Synonyms of plant names were excluded with the help of the parataxonomist to avoid duplications. A species analysis was not conducted due to the small sample number collected resulting from a prolonged drought over the two years of the study. The indigenous community did not permit publication of the specific use of each plant; thus, out of respect for this wish, only a species list is presented.
Variation in the Structure of Knowledge between Genders.
To analyze the variation of knowledge between genders in the structure of the system, the number of medicinal plants known by each informant was used. Regarding the variation of knowledge related to IUs, the plant-therapeutic target pair was used. The final analysis demonstrates not only how a person can treat diseases or how many plants they know but also how much knowledge they possess for each disease. In this way, a person can know x plant and x therapeutic targets but can know a much larger number of plants for each therapeutic target since some plants can be repeated in other treatments. For example, if the plant "Aroeira" was reported as a treatment for wounds and vaginal infections, there would be two pairs, "Aroeira-wound" and Aroeira-vaginal infection", which would be considered IUs.
To verify whether women possess greater knowledge of medical plants, the numbers of medicinal plants cited between men and women were compared using the Wilcoxon-Mann-Whitney test for independent samples. The same test was used to compare the numbers of IUs between genders. This test was chosen because the data were not normally distributed according to the Shapiro-Wilk test.
Variation of the Functions of Knowledge between Genders.
To analyze the variation of knowledge between genders in the functions of the system, the total therapeutic targets known to men and women were analyzed using the Wilcoxon-MannWhitney test. This test was chosen because the data do not have a normal distribution according to the Shapiro-Wilk test.
To test the function of the system, which encompasses that the redundancy of medicinal plants for each therapeutic target is greater among women than among men, only the targets that both genders knew were analyzed. Targets cited by only one gender were not included in the analysis due to the variation in the total number of therapeutic targets and species that each one knew.
Redundancy was not conventionally analyzed as proposed by Albuquerque and Oliveira [14] since the study was not focused on identifying the categories of redundancy. Redundancy was analyzed considering the total number of plants used to treat an identical therapeutic target. Thus, if women know ten plants for treating flu and men knew five for this therapeutic target, the redundancy would be higher among women for such a target; therefore, this analysis was performed for each target. Idiosyncratic targets were not considered to avoid errors in the data interpretation. For example, targets mentioned by one person were not considered unless the therapeutic target was quoted by a woman and/or two or more men, or vice versa. The utilitarian redundancy of the therapeutic targets was also analyzed, separating the targets affecting each gender: exclusive to women and exclusive to men.
The Wilcoxon-Mann-Whitney test was used for data analysis for independent samples since the data do not have a normal distribution.
Variation in the Transmission of Knowledge between Genders.
To test the knowledge transmission between genders, several indicators of transmission were considered, such as the diversity of models when knowledge is obtained, the direction relative to the sex of the knowledge transmission and the sharing of knowledge in each gender.
To test if women learn from a wider range of models, the number of models that each informant indicated learning from was compared using the Wilcoxon-MannWhitney test. To verify whether the knowledge of women is transmitted more among women than among men, the number of models of the same gender and the number of models of both genders that obtained knowledge of medicinal plants were used. After nonnormality of the residuals was confirmed by the Kolmogorov-Smirnov test, the Kruskal-Wallis test was used, followed by a posteriori Dunn test.
To test if women share more information among themselves than men, the number of informants from each gender who share the same IU was analyzed, followed by the analysis of the therapeutic targets treated with medicinal plants that are shared between genders. Next, the therapeutic targets were divided according to their involvement with each gender: general (therapeutic targets that affect both genders), exclusive to men and exclusive to women. The four types of analysis were performed using an analysis of variance for two independent samples and the Wilcoxon-Mann-Whitney test after testing that the data were not normal using the ShapiroWilk test.
Analyses were performed in the software R version 3.2.4 revised [42] , and all of the results that had values of p<0.05 were considered significant.
Results
A total of 232 medicinal plants were cited, of which 120 were identified to the species level and seven only to the genus level (see the appendix). There were 320 therapeutic targets recognized and 1833 IUs (plants and therapeutic targets) recorded Table 1 .
The analyses revealed that there were significant differences in knowledge between genders Table 1 , with men having greater knowledge of medicinal plants (W=23719, p<0.001), therapeutic targets (W=23651, p<0.001), and IUs (W=22940, p<0.01). Evidence-Based Complementary and Alternative Medicine knowledge of medicinal plants with utilitarian redundancy (W=8443, p<0.01) compared to therapeutic targets treated by both genders (median=5, mean=7.52, and SD=7.70), than women (median=3, mean=6.06, and SD=7.04).
Utilitarian Redundancy of Medicinal Plants in Relation to
There were no significant differences in the utilitarian redundancy of the therapeutic targets that only affect men (W=13.5, p>0.05) between men (median=1.5, mean=5, SD=8.44) and women (median=1, mean=1.83, and SD=2.71). There were also no significant differences in the utilitarian redundancy of therapeutic targets that affect only women (W=462.5, p>0.05) between men (median=1, mean=2.88, and SD=14.92) and women (median=2, mean=3.73, and SD=23.39).
Transmission of Knowledge of Medicinal Plants between
Genders. There were no significant differences (W=17526, p>0.05) between the numbers of transmission models among men (median=2, mean=2.60, SD=1.90) and women (median=2, mean=2.84, SD=1.79). A total of 60 transmission models were recorded, such as "great-grandmother", "greatgrandfather", "grandmother", "grandfather", "mother", "father", "uncle", "aunt", "brother", "sister", "niece", "nephew", "husband" and "wife", and others, which have a relationship of kinship; and others who do not have a kinship relationship such as "mate", "friend", "street person", "resident of the city", "white" (referring to nonindigenous), "Recife"(reference to person living in the capital of the state of Pernambuco), "health professional", "nurse".
With respect to whether transmission models were directed by a specific gender, men learn more often with other men ( =1.127; SD=1.095) than with women ( =0. 782 There were significant differences (W=597220, p<0.05) between the numbers of IUs shared between men and women, where among the women; the same IU is better known among them (median=1, mean=2.53, and SD=5.69) than among the men (median=1, mean=2.28, and SD=5.12). With regard to the sharing of knowledge by dividing the therapeutic targets exclusive and non-exclusive to each gender, there were no significant differences in the shared knowledge of the targets affecting men (W=21, p>0.05), between men (median=2, mean=5, and SD=8.3) and women (median=1, mean=4.3, and SD=7.4). Similarly, there were no significant differences in the shared knowledge of the diseases that affect women (W=488, p>0.05) between men (median=1, mean=5.6, and SD=11.2) and women (median=2, mean=5, and SD=13.2). In the case of the therapeutic targets that are not exclusive to each gender, there was no significant difference between the numbers of men (median=1, mean=6.21, and SD=14.39) and women (median=1, mean=5.39, and SD=13.84) who have knowledge of each therapeutic target (W=43280, p>0.05).
Discussion
Structure of the Local Medical Systems Related to Gender.
The women of indigenous community Fulni-ô had less knowledge of medicinal plants and IUs. As a consequence, the idea regarding the structure of the LMS related to gender was not supported. Does this mean that women within an LMS contribute less to the structure of the system? Women are important in the structure of LMSs since they possess a greater knowledge of medicinal plants [4, 27, 28] , along with the men, according to the results of this and previous studies [5, 43, 44] . It has also been observed that knowledge of the structure of the system may be homogeneous between genders [45] [46] [47] and not unidirectional [6] .
Function of the LMSs in relation to
Gender. Women reported less knowledge of therapeutic targets treated with plants and had less utilitarian redundancy in their knowledge of medicinal plants compared to the knowledge of men, and there were no significant differences between genders in the knowledge of therapeutic targets exclusive to each. Therefore, our hypothesis related to the function of the LMSs is not supported. According to the first utilitarian redundancy models related to system functionality, the greater the utilitarian redundancy in a system is, the greater the resilience of the system, since the loss of a species would not greatly damage the system, as others could replace it [5, 12, 48] . This study shows that regarding the redundant knowledge of species to treat certain therapeutic targets, the men within the LMSs have a greater contribution to the resilience of the system. The opposite was observed in the knowledge of women since systems that have low redundancy can generate a gap in the treatment of specific therapeutic targets when faced with a loss. However, the contribution of redundancy by gender may vary by community. For example, in the case of the community of Tsimani in Bolivia, the redundancy between genders was similar, with the exception of some therapeutic targets [49] . Our results indicate that when functions are analyzed with respect to the type of condition (exclusive to men or women), there is no variation in redundancy. Thus, gender variation factors act not only at a structural level but also at a functional level in the system.
The Transmission of Knowledge Related to Gender as an Important Factor for the Resilience of LMSs.
The results do not support the hypothesis that women obtain knowledge with more models of transmission than men. This hypothesis proposed that since women are responsible for the care of the family, they would consult a greater diversity of models compared to men because they would be exposed to a greater number of disease events compared to men in their search for treating these diseases. Considering that disease events of individuals or other people, either experienced or shared, are one of the most important stimuli and/or contexts of medicinal plant knowledge [20] and that the knowledge to treat them is acquired within the family first, as a child, with other sources being used as the individual reaches adulthood [50] , our results show that those stimuli may not differ between genders, which is explained by the fact that both have Evidence-Based Complementary and Alternative Medicine 7 an interest in the pursuit of knowledge of different models to treat diseases, taking into account that our informants were married men and women, which is why the stimulus in the presence of the disease may possibly be shared.
In our study, women learn more from other women than with men, and men learn more from other men than from women, which supports our hypothesis regarding a knowledge transmission related to gender. Our results show the selection of the learning model relative to gender based on the future social role that the apprentice will have in society; therefore, men learn from men and women from women [29] . In a study on medical plant knowledge, Henrich and Broesh [29] did not find model selection related to sex since the members of the community learning about medicinal plants resorted frequently to women regardless of the gender of the apprentice. Taking into account that our interviewees are over the age of 18 and that studies related to model selection in relation to sex are actually more related to the stage of childhood [19, 51] , we suggest that the selection of the model remains until adulthood because of the social role related to gender and that the knowledge that makes up the system is being incorporated at an early age relative to gender.
The results obtained regarding knowledge sharing support our hypothesis that women share more knowledge among themselves than among men. Regarding the proposal that the sharing of knowledge is an important factor in the resilience of the system [12] women are important in maintaining the function of the system since they share more knowledge among themselves and thus socialize knowledge more than men. From the perspective of sharing knowledge over time, one may assume that the lack of socialization among men has led them to experience and possess greater knowledge, as observed in the structure and function results. In contrast, the knowledge of women is maintained as structure in the system, being diversified by the socialization of knowledge between them, which can contribute to their individual autonomy to manage health problems.
From a theoretical point of view, we assume that psychological characteristics of the gender may be directing the differences in socialization of knowledge between them. In this regard, Bunce and Peterson [52] indicate that there are differences in the socialization of gender when faced with negative events and suggest that women show sociability and a pessimistic reaction that makes them be more concerned regarding their health and wellbeing, while men react with shyness and discomfort in the face of a social situation.
Final Considerations.
The indigenous community Fulnio is hermetic. It does not share information related to their social activities within their sacred ritual with nonindigenous people. The ritual is what governs their culture, so there is no evidence of cultural norms that make a difference in the knowledge of medicinal plants among men and women in the village, as has been suggested in some communities in Ethiopia where knowledge of Medicinal plants is directed only to men [43] . Ethnological studies of the Fulni-ô have suggested that men are taught the secrets of rituals, knowledge that cannot be revealed to women. At birth the men are given a tribal name referring to a plant and are the only ones that can approach the sacred tree "Juazeiro" [53] , which shows the importance of men in the culture. Given the above, our results may be influenced by the importance of men in the culture having a greater knowledge of medicinal plants. However, the observed results show that despite possible differences within the culture, both genders have a participation in the local medical system. Therefore, it is suggested that, in order to understand the gender-local medical system relationship, it is important to know the social norms, to analyze the structure and functionality of knowledge in relation to each gender.
Conclusions
Considering our results in general (Figure 1) , we suggest that, in the LMSs, men can a greater contribution to the resilience of a system because they provide a greater knowledge of the structure and function of the Fulni-ô medical system. However, from a systemic point of view, women have an important contribution to the same functionality since they socialize more knowledge than men and therefore contribute more to maintaining the functions. However, both genders contribute to the functionality of the system and to the flexibility it needs for its resilience to disturbance. To analyze the differences between genders within the local medical systems, it is important to observe the results from a systemic point of view (structure, function and functionality).
Further, our results show the importance of not breaking down gender in studying resilience of social-ecological systems since this approach permits an understanding of different relationships of the resource with social actors, allowing a greater understanding of their position in decision making. The importance of gender in social-ecological systems has also been indicated in the recognition of ecosystem services, which has demonstrated that differences exist between genders [54, 55] .
Given the importance of not breaking down gender in studying the resilience of systems, the study of governance in social-ecological systems, which includes all aspects of rules and regulations that determine when and how people operate in the system, along with the different types of institutions that influence or determine how people behave [8, 56] , should integrate the genders of the social actors.
Appendix
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